The Leonard Cheshire Foundation, of which I am the working Chairman, operates 70 residential homes in the United Kingdom for the care of the chronic sick; there are no other qualifications for residence in a Cheshire Home and there are no barriers of religion, race, background, poverty, or sex. Of these 70 homes the great majority (63) are for the physically handicapped, only 7 caring for the mentally handicapped. I will therefore concentrate on the work of the former, although in fact the larger proportion of our mental homes (4 out of 7) look after the young. We also operate over 90 homes abroad, in 35 countries world-wide, and some of these cater specifically for children and the young.
With one exception, a children's home, none of our homes for the physically handicapped cares exclusively for the young or indeed for any specific age group. All cover the whole age range, except that we usually apply a top age limit of 55 years for admission; this is because the organized care for the old in Britain, although inadequate, is at least better than that for the young and middle-aged chronic sick; and also because those who are both old and invalid often pose a requirement for heavy nursing which we would find difficult to meet on a large scale. Of course eventually we finish up with a proportion of old people, for nobody is asked to leave a Cheshire Home because of age.
This mixture of age groups inside our homes has both advantages and disadvantages. In order to reproduce the atmosphere of a family home as far as possible, we try not to have more than 30 residents in a home: many homes, indeed, have less than 20 and the smallest has 6. A normal family usually does span the age groups. However, there are difficulties in such an arrangement. For example, the young often prefer to share rooms for company, whereas others prefer the privacy of a single room; the young, even the badly handicapped, are often vivacious, alert, adventurous, enterprising, talkative and noisy -or at least like to be; their elders frequently find such attitudes unwelcome in a small and rather closed community.
It is therefore arguable that we should try to make allowances for this situation, for example that some of our homes should aim to admit only a younger age group, say up to 30 years of age. But there are serious practical difficulties. For example, what happens to those younger people when they grow older -do they have to be moved from a place to which they-may have become very attached? Again, those cases referred to us rarely include a high proportion of the young, if only because many physical afflictions do not strike or become acute until later years. Also our homes are designed very much for the care oflocal people by local people, with local fund-raising and close cooperation with the local social and health authorities: to run special homes for the young chronic sick in selected areas would cut across this principle. We are, however, careful to avoid placing young people in homes where they will find no contemporaries.
It is interesting that specialized small homes for the young sometimes flourish abroad, notably in Canada: so perhaps we still have lessons to learn. We have recently set up a subcommittee (under the chairmanship of one of our Trustees who himself is comparatively young, has a young family, and is confined to a wheelchair) to look into this question and certain other aspects of our operation. For the time being, we try to plan our accommodation to meet some of the special needs of the younger residents. For example, a home in Lancashire is building a single-storey extension largely consisting of single bed-sitting rooms, and has included in its plans two double-rooms designed for younger residents -right at the end of the building and with double sound-proofing. Our subcommittee will consider, inter alia, small group homes for the young, perhaps in the grounds of an existing home: and of course we are giving thought to the prospects of special domiciliary care for the young.
Where does the volunteer come in? In a word, the answer is 'everywhere'. At some levels, e.g. the Trustees of the Foundation as a whole, their professional advisers, and the management committees of the individual homes, the work is done exclusively by volunteers. In our homes qualified paid staff is essential; this applies not only to care, but to all aspects of the rehabilitation programmes depending upon such experts as occupational therapists, physiotherapists, and so on. But the volunteer plays a considerable and most important part. Indeed it is upon this voluntary effort that we rely to enable us to run our privately-funded organization with a reasonable degree of economic viability.
The word 'volunteer' is commonly used with two additional implications -no payment and no qualification. Neither is necessarily applicable, although both frequently are. However, we have to face the fact that there are few people nowadays who can offer service totally without payment; indeed, if not even expenses are paid, many potentially valuable helpers are missed. Most of those who offer voluntary service lack any qualification in our field. The average volunteer is either a retired person, of good heart and reasonably sound body, who wants to do something for the community and its members, but has few specific skills appropriate to such work; or is an idealistic youngster who, at least temporarily, can give all or part of his or her time, the muscles being stronger but the lack of skills much the same.
The older volunteer may have the necessary background to make him an effective administrator, adviser or fund-raiser. It is, however, at the level of actual care that the need for skill and training is most relevant. The younger volunteer can often undertake some basic onthe-job training; and it is our view and experience that in the care of the younger chronic sick such younger volunteers have an especially valuable contribution to make.
Let us not forget the particular bitterness and disappointment involved in the impact of chronic sickness or serious disability on the adolescent, the teenager, and the young adult. Very young children so stricken may not have enough knowledge or experience of life to appreciate what they are missing if they are deprived of its full enjoyment; those over 50 can at least look back on the pleasures and achievements of their prime, and to some extent can live on their memories. It is those between say 15 and 30 who most strongly resent their affliction; and whose psychological problems, at least initially, are the most severe. Among their resentments is that of having to be mothered again, of returning to the world of dependence on older people from which they have so recently escaped. For such young chronic sick, the young volunteer care worker is often a more acceptable attendant than a parent-substitute. The young chronic sick want the company of someone with whom they can share contemporary tastes and interests, in music, humour, hobbies, education and so on; someone in front of whom they can swear or weep freely and without shame: someone who does not obviously represent the authority they instinctively resent.
Of course, our young attendant is by no means always an unskilled part-time volunteer. Indeed, perhaps the most valuable people working in our Foundation are the young products of our own training scheme, our so-called Service Corps; they too are volunteers in the strictest sense of the word, though both trained and salaried, because they have voluntarily decided to dedicate themselves to our work. But for those who are unskilled, the difficulty is that the untrained volunteer, although eager to acquire some basic skills to improve the value of his work, is frequently only available to us part-time or for a short period of time. Many such volunteers are filling in a gap in their own life, e.g. between school andjob or university. Other commitments may limit the amount of time they can give. In either case the time factor militates against their acquiring anything but the most basic skills.
This does not mean that because many volunteers are unskilled they are oflittle use. Much of our work in fact calls for comparatively little professional skill; indeed some of the sophisticated and specialized skills of the fully trained nurse or doctor are wasted in work which consists of caring rather than curing. Once the fact of chronic sickness and resultant physical limitation is established, the burden of care is to some extent transferred from the physiological to the psychological side. A new face; a fresh voice; an unfamiliar outlook; an unexpected mental approach; a different sense of humour, with even a new batch of anecdotes: all are valuable contributions to restore spiritual and mental meaning to a life whose physical potential has been seriously impaired. Our aim is to help these people to a life that is as full as that impairment permits. It is the young contemporary volunteer who is often best suited to help in achieving that aim.
On the other hand, the physical side of voluntary care should not be underplayed. Voluntary care does not just consist of a spiritual walk hand-in-hand down the avenues of shared ideas and interests. It involves close contact with incontinence, oral dribbling, body smells and emissions, perhaps immature approaches for shared sexual activity; it also involves abuse, apparent ingratitude and even violence. Because the chronically sick are usually courageous, it does not follow that they are also amicable and pleasant; many indeed are understandably cantankerous, discourteous and generally ill-tempered. It is only fair to the volunteer, to the sick person, and to the organization concerned, that these facts are clearly understood from the start.
Administration of the Cheshire Homes lies largely in the hands of middle aged and retired voluntary workers; assistance in the homes calls for professional care, but also for a considerable contribution from voluntary care. The latter may be provided by volunteers of all ages; but often, in our experience, the young offer most to the young, and the young in turn will often readily accept most from the young. Everyone who volunteers in programmes of care for others produces a double benefit: a contribution to the happier and fuller life of the sick person, and -almost as important -a contribution to the value and depth of his own life and that of the community in which it is lived.
